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A CASE OF CERVICAL AND BULBAR TABES WITH 
NECROPSY. 

(Abstract.) 

By William G. Spiller, M.D. 

AND 

S. Solis Cohen, M.D., 

A case in which some of the most important symptoms 
were: Nocturnal incontinence of urine beginning in 1872, 
drooping of the right upper lid which could be overcome vol¬ 
untarily, variation in the size of the pupils from time to time, 
paresis of the facial muscles, difficulty of mastication and 
deglutition, atrophy of the tongue, disturbance of sensation, 
especially for temperature and pain; sharp pains in the abdo¬ 
minal region and lower limbs, grayness of the optic nerves 
and loss of reaction of the irides to light and in accommoda¬ 
tion. Ataxia was not present and the knee-jerks were pre¬ 
served. The posterior roots in the lower cervical and upper 
thoracic region and portions of several cranial nerves were 
degenerated. A clinical history of the case was published in 
1889. Death occurred in 1900. A discussion of the cervical 
and bulbar forms of tabes was given, as very few cases with 
necropsy are found in the literature. 

DISCUSSION. 

Dr. C. K. Mills said that in cases of well-developed tabes 
of the ordinary type, that is, in cases in which the signs and 
symptoms of the disease are well-marked in the lower or up¬ 
per extremities or both, bulbar symptoms occasionally devel¬ 
op, usually at a comparatively late period of the disease. 
Such cases are sometimes spoken of as bulbar tabes 
or cervico-bulbar tabes when the cervical cord is in¬ 
volved. Cases in which the lesions are those of tabes both 
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in character and position, and are present only in the bulb 
or in the bulbo-cervical cord, are noted, but are rarer than 
those in which bulbar symptoms come on in a case of ordi¬ 
nary type. He had however seen cases of both types. 

In consultation with Dr. S. Solis Cohen he had several 
times seen the case which had been reported by Drs. Spiller 
and Cohen, and he was also present at the autopsy and noted 
the marked atrophy which was visible to the naked eye in 
the cerebrum, pons, oblongata and cord. In the early history 
of this case some of its features reminded Dr. Mills of syrin¬ 
gomyelia. Indeed the syndrome of the case as recorded in¬ 
cluded among its most marked features dissociated anes¬ 
thesia and atrophy. 

The most recent case of cervico-bulbar tabes seen by Dr. 
Mills was in May of the present year, 1901, having been sent 
to him by Dr. C. K. Ladd, of Towanda, Pennsylvania. This 
case was also seen by Dr. Spiller in consultation with Dr. 
Mills. 

The patient, F. L. M., was a married man, 44 yehrs of age. 
For eight or ten years he had suffered at times with feelings 
of soreness and distress in the abdomen, especially on the 
left side. His eyes began to fail three years before coming 
under observation, and the sight was decidedly blurred in the 
left eye in the early part of 1900. In November, 1900, he lost 
sight in the left eye entirely. He was seen by several Phil¬ 
adelphia ophthalmologists, among others by Dr. Behrens and 
Dr. Pyle at the Wills Eye Hospital in June and September, 
1900. The records of the hospital show that he had vertical 
hemianopsia and contracted fields; red-green scotoma in the 
left eye; the left pupil was two-thirds dilated, the right pupil 
one-third; the right pupil responded to light and the left to 
accommodation but not to light; both nerve-heads were 
markedly hyperemic and the lower border obscured; the left 
macular region was almost gray; ptosis of the right lid exist¬ 
ed. The patient gave a history of glycosuria, but no sugar 
was found at the hospital examination. Later it was record¬ 
ed that the right pupil responded to light in accommodation 
and convergence; that vision in the right eye was normal; 
in the left the man could count lingers at one foot. Eight or 
ten months before examination he began to have cutting 
pains in the arms and chest. The pains came and went, and 
he described them as neuralgic, but of short duration. His 
descriptions indicated that they were tabetic pains. On ex¬ 
amination it was found that neither eye could be moved free¬ 
ly into the external canthus, and that the eyes in movements 
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from right to left sometimes failed to act consentaneously. 
The right iritic reflex was nearly lost; the left pupil was di¬ 
lated and irresponsive. He was totally blind in the left eye. 

His voice was somewhat hoarse, and he said at times 
when swallowing that he was attacked with choking sensa¬ 
tions and coughing. This was particularly the case with 
liquids. He was examined by Dr. Geo. C. Stout, who report¬ 
ed that his chief lesion was paralysis of the abductors of the 
left side. The left arytenoid cartilage and left vocal cord 
were immovable, while the right abducted and adducted free¬ 
ly. Examination for sensation showed marked retardation of 
the senses of pain and temperature in disseminated areas 
about the shoulder girdle, left chest, and left abdominal re¬ 
gion. He complained much of frequent feelings of discom¬ 
fort and distress in a bandlike area which reached around 
the left half of his trunk from about the position of the lum¬ 
bar vertebrae to the median line in front. In this region were 
areas in which retardation to pain was present, although the 
sense was not lost. The Babinski response was not present. 
Knee-jerks were about normal. The biceps-jerk was well 
preserved on each side, the triceps-jerk was almost absent 
on each side. Station and gait were good, and the patient 
had no neuralgic or other pains below the waist. The blad¬ 
der was unaffected. The man was very lean, but no distinct 
atrophy of special parts of the musculature could be deter¬ 
mined. His tongue was wasted and showed no fibrillar tremor. 
He was tested for all forms of sensation with negative results. 
He could use his hands and fingers without special awkward¬ 
ness or difficulty. If any ataxia were present in his upper 
extremities it was very slight. Smell, taste and hearing were 
not tested. 

Dr. H. M. Thomas asked Dr. Spiller what the disturb¬ 
ances of articulation were. He had often thought that there 
ought to be very marked disturbances of speech in cases of 
tabes where the upper cervical and bulbar roots were affect¬ 
ed. He did not hear any mention of such disturbances, and 
he did not know whether in similar cases ataxic disturbances 
of articulation analogous to the disturbance of motion in the 
limbs have been described. 

Dr. Jacoby said he was rather surprised in listening to 
Dr. Spiller to hear the view expressed, which is certainly cor¬ 
roborated by his investigation in literature, that these cases 
are so infrequent. Dr. Jacoby had in his experience had no 
cases which had come to autopsy, but clinically cases of 
tabes beginning in the cervical region certainly did not seem 
to him to be very infrequent. He could recall two cases that 
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he had had under observation for years, and which he had 
been able to follow from their very beginning. Involvement 
of the trigeminus existed; both cases beginning with anal¬ 
gesia in the face. The cases were of gradual development, 
all the other symptoms of tabes beginning above and going 
down. This form of development he had seen not infrequent¬ 
ly, so that now he was always suspicious in every case of in¬ 
volvement of the trigeminus alone without any other symp¬ 
toms, that we may be dealing with a case of tabes superior. 
Another case that he had seen was one of involvement of the 
trigeminus with implication of the eighth nerve. Those were 
the only two symptoms, analgesia in the trigiminal territory 
and beginning deafness, which were present in the beginning, 
yet in no great number of years the case developed into one 
of pronounced tabes. Whether this “involvement” of the 
eighth nerve was actually a direct involvement of the nerve, 
or was a deafness due indirectly to trophic disorders in con¬ 
sequence of sensory involvement, it was of course impossible 
to say. Dr. Spiller had not spoken of any involvement of the 
eighth nerve in these cases, and he would like to hear from 
him whether he had found any such beginnings, whether 
.early deafness is one of the frequent symptoms of a beginning 
high tabes. The point he wanted to emphasize is that clin¬ 
ically he did not think these cases are as infrequent as we 
would be led to expect from the report given. 

Dr. Collins shared Dr. Jacoby's opinion concerning the 
frequency of high tabes, and, therefore, his astonishment to 
hear that Dr. Spiller had been able to find so few cases in the 
literature. In speaking of this matter with Dr. Dana and Dr. 
Hammond, Dr. Collins said he saw on the average about 
twenty cases of tabes a year in his private practice and that 
he had felt very sure that in this number there were two cases 
of high tabes. He was unwilling to abide by that statement 
now after having heard Dr. Spiller, but he was sure that he 
was entirely within his experience when he said that in a 
study of ioo cases of tabes, which he had recently made, in 
orded to get some data bearing upon the prognosis of tabes, 
he had records of five cases of cervical tabes. 

The second point in the discussion of the paper that he 
desired to refer to was that it seemed to him that in this ca.se 
we have an example wherein the toxine of syphilis (or the 
poison occurring with syphilis) has had its destructive ac¬ 
tivity upon two sets of the fibers, motor and sensory; a con¬ 
dition which Dr. Collins thought is rarely seen. In the spec¬ 
imens submitted there seemed to be nearly as much degener¬ 
ation in the motor as in the sensory neurones. 
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The third point in the discussion that he should like to 
make is that this case was in reality from a clinical stand¬ 
point one of bulbar paralysis. Leaving aside the fact that in 
all cases of tabes there are mental symptoms (in cases of 
high tabes the mental symptoms seem to be as it were tran¬ 
sitional between the mental symptoms of tabes and those of 
general paralysis); the mental symptoms of this patient were 
very much those of true bulbar paralysis, in which disease 
mild mental symptoms are almost always present. 

Dr. Sailer wished to call attention to a case he saw about 
two years ago in which one of the symptoms was so prom¬ 
inent as to lead to a variety of false diagnoses on the part 
of physicians who saw the patient. He was a man about for¬ 
ty, denied having had syphilis, had a number of healthy chil¬ 
dren, but admitted sexual excesses in youth. The disease 
commenced with ptosis and diplopia and he had distinct 
Argyll-Robertson pupils. He also had slight pains in the 
arms, exaggerated knee-jerk, some difficulty in micturition 
and loss of sexual power, so that there was not a great deal 
of doubt regarding the diagnosis. The symptom which ap¬ 
parently predominated over all the others was a series of 
laryngeal crises that occurred regularly every night and were 
supposed by more than one of the physicians that he had 
consulted to be due to aneurism of the thoracic aorta. The 
patient would have intense dyspnea, severe cough very much 
like the aneurismal cough, and remained sitting up support¬ 
ing himself for several hours in the early part of each night. 
The attack would then gradually subside and he would be 
able to sleep the remainder of the night. Dr. Sailer would 
like to ask Dr. Spiller if the occurrence of laryngeal crises 
in this condition is more frequent than in the other forms of 
tabes. 

Dr. Spiller in'reply to Dr. Thomas’s question in regard 
to disorders of articulation said there was no mention in the 
history of the case. He had not seen the patient himself and 
could not answer the question. 

In regard to the point concerning the frequency of cer¬ 
vical tabes: Dr. Spiller had made the statement that it was 
not to be supposed that he had included all the clinical cases 
of cervical tabes. Some are alluded to in the literature in a 
cursory manner, and he believed that cervical tabes occurs 
more frequently than we might suppose from a study of the 
literature, but the cases are often incorrectly diagnosticated. 
The papers devoted especially to tabes ,do not mention many 
cases of cervical tabes. Those of cervical tabes with necropsy 
however are very rare. 
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In regard to the involvement of the eighth nerve, 
Dr. Spiller could not reply in positive terms, but he 
was not inclined to attribute to it very great importance in 
differentiating cervical tabes and other forms of tabes. 

Dr. Spiller did not believe that laryngeal crises are more 
frequent in cervical tabes than in other forms. He had had 
patients who had had laryngeal crises with the ordinary form 
of tabes. Dr. Spiller said that the spinal root of the fifth 
nerve is not infrequently implicated in the ordinary form of 
tabes, as he had the specimens from four of five cases in 
which the spinal root of the fifth nerve was distinctly de¬ 
generated. 


REPORT OF A CASE OF CHRONIC HEMIANESTHESIA OF 
OVER EIGHT YEARS’ DURATION, RESULTING FROM 
DESTRUCTION OF THE CARREFOUR SENSITIF 
AND LENTICULAR NUCLEUS. 

(Abstract.) 

By F. X. Dercum, M.D., 

AND 

William G. Spiller, M.D., 
of Philadelphia. 

The case was that of a mulatto who had been under obser¬ 
vation at the Philadelphia Hospital with a right-sided hemi¬ 
anesthesia and right homonymous hemianopsia, persisting 
over seven years. The symptoms had followed an apoplectic 
seizure, the resulting motor hemiplegia being slight. The 
patient finally died of a second apoplexy, the lesion involving 
the right side of the brain. At the autopsy, an old cyst was 
found in the left hemisphere, implicating the carrefour sen- 
sitif and lenticular nucleus. The thalamus was intact, except 
in so far as it was implicated by secondary degeneration. The 
motor fibers in the internal capsule were merely slightly im¬ 
plicated. The affected area was studied by serial microscopi¬ 
cal sections. 



